Nigerian health sector established the National AIDS Advisory Committee which was shortly followed by the establishment of the National Expert Advisory Committee on AIDS (NEACA). Nonetheless, the Nigerian government initial response to the increasing transmission of HIV/AIDS pandemic in the country was generally slow until 1991 when the Federal Ministry of Health made her first attempt to the Nigerian AIDS situation (Kanki and Adeyi, 2006) . Government attention on HIV/AIDS pandemic gradually increased until 1999 when it received a boost under President Olusegun Obasanjo government, during which HIV prevention, treatment and care became one of the primary concerns of the government. And despite the many programmes organized to inform people about the problem of HIV/AIDS, the rate of it infection continues to be on the increase (Omoniyi and Tayo-Olajubu, 2006) . In fact, a report from the Director General of the National Agency for the Control of AIDS (NACA) during a stake holders meeting with the National Steering Committee on Orphans and Vulnerable Children (OVC), revealed that about one thousand (1,000) new cases of Human Immune Virus (HIV) is being recorded daily in Nigeria and that it was prevalent among the youths, (NACA, 2010) .
The aim of this paper is to explore and analyse the spatial pattern of the prevalence of HIV/AIDS and policy implications for government in Oyo state, Nigeria. The paper is divided into five parts, which are introduction, literature review, method, result and discussion/conclusion.
HIV/AIDS Spatial Progression and Impact
Geographical study of diseases has been carried out by several scholars such as Howe (1972) , McGlasham (1993) , Learmoth (1978 Learmoth ( ), lyun (1983 , and Hunter (1996) among other. Such studies have helped create insight into the pattern of incidence and prevalence of the disease. This pattern may be sexage distribution or even regional distribution of the di sease, and further established the significance of geography in the study of diseases especially in relation to its spatial pattern of prevalence.
Variations in the spatial distribution of morbidity (ill -health) and mortality has long been recognized by many researchers such as Hunter (1996) and lyun (1983) . Like most other diseases, the spread of HIV/AIDS often defines a spatial pattern. Environment is largely implicative in the incidence, spread or prevalence of HIV/AIDS disease. The condition of the envi ronment poses as a stimulus which catalyzes the manifestation of the symptoms of AIDS as well as aggravates the state of the ailment . There is also a direct relationship between home density and pathology. This account for the variation in the regional prevalence of the disease, as higher number of incidence or prevalence is likely in higher dense area than in the contrary.
Rural communities bear a disproportionate share of the burden of AIDS care, as many urban dwellers go back to their villages of origin when they fall ill (Topouzis and Guerny, 1999) . Spatial variation in the socio -economic posture also describes a trajectory for the pattern of prevalence of AIDS. Anecdotal evidence indicates the high cost of coping with AIDS, (Akway et. al, 1998) .
AIDS -related illnesses and death to employees affects organisations by both increasing expenditures and reducing revenues. Large sums are spent on medical needs of sick staff and their relatives, including expenditures on ARV drugs (Bolinger et. al, 1999) . HIV/AIDS is fast eroding the labour force and the reproductive age in many countries of the world, and even young children are not spared as they remain mostly at risk of severe diseases and death (Sabatineli, 1994) . As aforesaid, HIV/AIDS effect on the workf orce in public and private organizations is enormous. Stigmatization is perceived to have contributed in widening the gap of social interaction between the infected and not infected group of persons. It also increases unemployment rate among victims as many organizations now request for a medical test certificate on HIV/AIDS, as condition for employment. And in my view, this is structural violence against HIV/AIDS victims.
Methodology, Data Collection and Analysis
Quantitative approach was adopted for the s tudy and questionnaires were used to collect primary data from respondents, while secondary data was from literature materials such textbooks, journals, newspapers and even websites using internet facility. As regards the questionnaires, 250 questionnaires were prepared and administered to target audience who were mainly HIV victims which were reachable at some of the health centres the researcher reached at each of the zones for the study. However, only about 200 questionnaires were eventually recovered as some of the respondents either misplaced or intentionally refused to fill the questionnaire while others could not be reached when the researcher came back for collection of the questionnaires.
The data obtained following the use of questionnaires was an alysed by the researcher using SPSS analysis, and the results are presented below.
Results

Geographical Distribution of HIV/AIDS in Oyo State:
For research convenience, Oyo State was delimited into HIV/AIDS study' zones vis: Ibarapa zone, Ogbomoso zone, Oyo zone, Ibadan zone and Saki zone. The corresponding values of 38, 43, 37, 38 and 44 respectively, represent the number of HIV/AIDS infected persons interviewed in each of the zone. These, thus, represent the frequencies as indicated in the table 1 below, which also highlighted the corresponding percentage values as well as the valid and cumulative percentage data. Table 3 below clearly shows the level of prevalence of HIV/AIDS between male and female sexes. The number of infected female interviewed is 128 (64.0%) and that of male is 72 (36.0%). From the table above, the prevalent rate is higher among female than male. It should be noted that this outcome was influenced by the higher number of female on ground and willingly returned the questionnaires used for the data collection. Table 5 shows the number of person infected with HIV/AIDS in the various income bracket of equal or less than N2,000, N2001 -N4,000, N4001 -N6000, and equal or greater than N6000. The corresponding frequency of 12.0%, 2.5%, 7.0% and 78.5% respectively are associated with the income bracket. From the table, individual with income level of #6000 and above appeared to be more affected by the pandemic as they make up to 78.5 per cent on the table. Possibly, because such bracket often has more income for multiple sexual engagement.
In sum, from the table, the number of persons infected is highest among those with income level of equal or greater than N6, 000, while it is lowest in income bracket of N2001 -N4000. Culture defines a way of life and here refers to cultural practices such as female circumcision, practices involving medicinal bloodletting, rituals that Copyright © IAARR, 2007 -2016 Celebrating AFRREV @ 10 Indexed African Journals Online: www.ajol.info established blood brotherhood, medicinal enemas, and other rituals involving bloodletting as well as practices involving the use of shared instruments -ritual scarification, genital tattooing, injection of local herbs/medicine using local sharp objects, group circumcision, traditional practices relating to shaving of body hair. There is also a case of a cultural or social setting that accommodates a breakdown in moral values against promiscuity which seems to be the most important cultural factor contributing to HIV/AIDS prevalence. Table 7 shows that 182 (91.0%) respondents who implicated prostitution as the economy activity that promotes HIV prevalence, while 18 (9.0%) represents those that did not respond. Frequency-percentage values of 108 (54.0), 34 (17.0), 41 (20.5), 4 (2.0%) and 10 (5.0%) for sexual intercourse, cut from terminated sharp object, contaminated blood, mother to child, and contaminated syringe respectively for respondents. The frequency column represents the number of individuals who implicated the route on their row for their plights.
Hypotheses Testing Zone Prevalence -Sex
The cross tab table below shows the result of the cross tabulation of prevalence in the zones and data on sex (gender). The count represents the number of male and female persons infected with HIV in the zones. The corresponding percentages within the zones are also clearly shown in the table. The chi-square table analysis shows the result of the chi-square test. Copyright © IAARR, 2007 -2016 Since the significant level of 0.05 is less than 0.08 from the test, then the test is not significant. Hence accept the Ho (null hypothesis). Sex (gender) is not a function of HIV prevalence.
Zone Prevalence -Age:
The cross tab table below shows the result of the cross tabulation of prevalence in the zones and age bracket of infected persons in the zones. The count represents the number of infected persons within the various age brackets Copyright © IAARR, 2007 -2016 Chi-square analysis a. 8 cells (32.0%) have expected count less than 5. The minimum expected count is 4.07.
Chi-square Tests
Ho: HIV/AIDS prevalence is not a function of Age. Copyright © IAARR, 2007 -2016 Since the significant level of 0.05 is greater than 0.001 from the (0.05 > than 0.01) Then, the test is significant, hence reject the Ho (null hypothesis) and accept the alternative hypothesis. i.e. HIV/AIDS prevalence is a function of income status.
Zone Prevalence -Modes of Transmission
The cross tab table below shows the result of the cross tabulation between the HIV/AIDS prevalence in the zones and prevalence based on modes on transmission. The count and the percentage of the infected person from the difference mode of transmission are indicated in the 
Chi-square Test:
Ho: HIV/AIDS prevalence is not a function of the modes of transmission H 1: HIV/AIDS prevalence is a function of level of the modes of transmission.
Significant level: 0.05
Since the significant level of 0.05 is greater than 0.01 from the test (0.05 > 0.01). Then, the test is significant. Hence, reject Ho (null hypothesis) and then accept the Hi (alternative hypothesis). i.e. HIV/AIDS prevalence is a function of the modes of transmission.
Zone Prevalence -Promiscuity
The cross tab table below shows the result of the cross tabulation between the HIV/AIDS prevalence in the zones and the factor of promiscuity as a habit that promote HIV/AIDS prevalence. The count and the percentage in the "Yes" column represent HIV/AIDS infected person who implicated promiscuity as a factor for the prevalence, while the count and percentage in the "No" column represent those who did not respond. Since the significant level of 0.05 is greater than 0.01 from the test (0.05 > 0.01), there the test is significant. Hence, reject the Ho (null hypothesis) and then accept the alternative hypothesis i.e. HIV/AIDS prevalence is a function of promiscuity factor.
CROSS TAB
Zone Prevalence -Multiple Sexual Partners
The cross tab below shows the result of the cross tabulation between the HIV/AIDS prevalence in the zones and the factor of multiple sexual partner as a habit that promotes HIV/AIDS prevalence. The count and the percentage in the "Yes" column represents HIV/AIDS infected persons who implicated multiple sexual partners as a factor for the prevalence of HIV/AIDS, while the count and percentage in the "No" column represents those who did not respond.
CROSS Ho: HIV/AIDS prevalence is not a function of multiple sexual partners.
H1:
HIV/AIDS prevalence is a function of multiple sexual partner.
Significant level: 0.05.
Since the significant level of 0.05 is greater than 0.01 from the test, then the test is significant.
Hence, reject Ho (null hypothesis) and then accept the alternative hypothesis, i.e. HIV/AIDS prevalence is a function of multiple sexual partner.
Zone Prevalence -Prostitution (Economic activity that promotes HIV/AIDS Prevalence):
The cross tab table below shows the result of the cross tabulation between the HIV/AIDS prevalence in the zones and the economic activity of prostitution as activity that promote HIV/AIDS prevalence. The count and the percentage in the "Yes" column represents HIV/AIDS infected person who implicated prostitution as an economic activity that promote HIV/AIDS prevalence, while the count and percentage in the "No" column represent those who did not respond. Copyright © IAARR, 2007 -2016 Since the significant level of 0.05 is greater than 0.01 from the test, then the test is significant.
Hence, reject the Ho (null hypothesis) and then accept the Hi (alternative hypothesis), i.e. HIV/AIDS prevalence is a function of prostitution -as an economic activity. Copyright © IAARR, 2007 -2016 There is the need for government and stakeholders including relevant civil society organisations to intensify campaign effort on awareness of HIV/AIDS especially to rural areas using localised media. The people should be adequately educated on the causes and adverse effect of the pandemic. To further help reshape and re-direct government policy on HIV/AIDS to the benefit of rural areas especially, civil society organisations need to stimulate the government to:
Policy Implications
 Optimize HIV/AIDS service delivery  Improve ART program management and financing  Update, finalize and disseminate state guideline.  Ensure a flexible, long term procurement mechanism.  Establish an efficient, reliable, and secure ARV drug distribution system.  Reduce patient out -of -pocket expenditure on laboratory tests.  Strengthen the ART program in preparation for expansion and proliferates voluntary counselling testing centres.
 Spatial analysis should not be based on universal generalization but, local structural study of geographical phenomena should be made to know how to tackle such problems with individual peculiarity.
It is very important that HIV/AIDS control programme conform to the beneficiaries need and preferences.
In rural areas in Nigeria for instance where government attention is low and access to retroviral drugs and health facilities is relatively poor, HIV/AIDS places great strain on agricultural and trading activities, food security, household earnings and ability to cope following adult morbidity and mortality from the disease. Infection of a family member by HIV can result to a substantial decline in household income. The strain on family coping ability can be put undue pressure and other partner if one of them is affected. The rural woman is usually more affected by such strain as she struggles through the thick and thin to keep the family or make a living partly due to rural woman limited access to asset in comparison to her male counterpart.
It is important for policy makers to constantly remind themselves that, just like violent conflict is both a public health and a security challenge (Fast et al., 2002) , AIDS is also a public health and a security challenge, especially to the rural man and the rural woman in developing countries such as Nigeria where government attention to rural areas is relatively low. Most health facilities are located in cities and access to retrovirus drugs is relatively poor compare to the experience in urban areas.
Also, in conflict infected community, HIV/AIDS prevalence can contribute in heightening human insecurity. There is a difference between seeing people living with HIV/AIDS as security threat and treating HIV/AIDS as a security risk (Elbe, 2006) . And as de Waal (2010, 116) concludes, 'the relationship between HIV/AIDS and conflict can be better understood observing local levels, specific configurations of forces, moment and dimensions of violence' in conflict infected community. The experience of people living with HIV/AIDS in a zone of conflict is the result of the interactions of several forms of injustice: economic marginality, displacement and restraint because of welfare, restricted access to health services. John Galtung, a founder of peace studies called "structural violence" the violence that is built into social structures and results in unequal power, unequal distribution of resources, and therefore unequal life chances.
Conclusion
The main focus of this study has been to explore the spatial pattern of HIV/AIDS prevalence in Oyo State, including policy implications for government.
In line with this study, the geographical distribution of HIV/AIDS in the delimited zones in Oyo state for this research are, Ibarapa zone 38, Ogbomoso zone 43, Oyo zone 37, Ibadan 38 and Saki 44. From this information, Saki has the highest figure of 44 which represents 22 per cent of those respondents for the study. Hence, in line with the study Saki has the highest prevalent rate of the pandemic. This is closely followed by Ogbomoso zone with 43 which represents 21.5 per cent. Ibadan and Ibarapa zones have 38 each which represent 19.0 per cent, while the lowest cases of HIV/AIDS according to this study was recorded in Oyo zone with a figure of 37 representing 18.5 per cent. So in terms of spatial distribution going by this study, HIV/AIDS cases is highest in Saki and by interpretation have the highest prevalent rate, while it is lowest in Oyo zone and in other words have the lowest prevalent rate. Coincidentally, Saki zone with the highest per cent in this study also recorded the first case of HIV/AIDS pandemic in Oyo state, Nigeria. This geographical distribution is central to this study, and is expected to help influence government policy on HIV/AIDS especially in the area of awareness, education and distribution of necessary drugs to victims.
In terms of correlation between disease prevalence and population, Ibadan which has the largest population among the five zones for the study would have been expected to have a higher percentage of the HIV/AIDS cases compared to other zones, however as city with more urban outlook than other zones, it enjoys higher level of awareness of the disease since more people in Ibadan have access to modern means of communication and information dissemination, and as the seat of power of Oyo state government and city itself, it enjoys more projects implementation including those organised by civil society organisations in respect to HIV/AIDS pandemic. This possibly contributed to reduce the effect of the relationship between dense population and disease flow.
As regards distribution along sex line, the study revealed that HIV/AIDS cases are higher among the female respondents with 64 per cent and lowest among their male counterpart with 36 per cent. On distribution along age brackets, HIV/AIDS cases is high within the age bracket of 20 and below with 25 per cent, partly because this category is easier to lure with bait into sexual intercourse and also probably less understood the consequences of unprotected sex. The figure is however highest in the age bracket of 21-30 with 30.5 per cent as this age bracket represent the most sexually active group. Though sexual intercourse is not the only ways of contracting HIV, it is however the most popular route compared to others. It is 21 per cent for age bracket of 31-40 and 11 per cent for 41-50. Going by the respondents' responses, it is lowest with 11 per cent at the age bracket of 41-50, while for 50 and above it is 12.5 per cent. Prostitution, promiscuity and multiple sexual partners among others are practices that have also been identified as factors in the spread of HIV/AIDS. Other factors like Copyright © IAARR, 2007 -2016 culture and educational level cum awareness among others have also been found in this study to have influence on the rate of spread of the pandemic.
It is important for government policy on HIV/AIDS in Oyo state to be rejigged with a view to promoting greater attention on care for victims. It is important to inject new energy in reducing stigmatisation and spread of the pandemic as well as promoting care. Caring for people with HIV/AIDS may not be easy, but it is very crucial for the remaining period of life for people living with HIV/AIDS (PLWHA's). Caring can be emotionally demanding, involving and yet can be gratifying.
